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Foreword

While abortion has been legal in India for the past 38 years, safe abortion services are still not available,

especially to poor, rural women. Unsafe abortion among underprivileged women is a major contribution

to maternal mortality and morbidity in India. Each year, almost 12,000 Indian women die from abortion-

related complications, and thousands more are affected by long-term morbidity and disability. Lack of

trained providers and low levels of awareness about legality and availability of safe services contribute to

making abortion unsafe in many parts of the country, including the State of Jharkhand.

Medical abortion, a safe and effective method of terminating early pregnancy, has enormous potential to

expand access, as this method is well suited for the primary health care setting. However, the use of this

technology remains largely unavailable in the public sector and at primary health centers (PHCs) where it

is most needed.

Within this context, Ipas, in collaboration with the Government of Jharkhand, initiated a community-

based pilot model in the selected two blocks of Ranchi and Khunti districts. This initiative aims to ensure

service access and utilization of the public health system through improved community awareness.

A pre-intervention baseline assessment was conducted among 1,253 currently married men and women

of reproductive age and 1,235 key informants spread over 253 villages in the intervention area.

The study has highlighted interesting findings on the attitude, behavior, and practices related to

unwanted pregnancies and existing sources of formal and informal community channels that help

women to deal with unwanted pregnancy.

I hope that the findings of this pre-intervention assessment will prove useful to the State Government

and Ipas in implementing community-based interventions to address unsafe abortions. I also believe that

this study would have relevance beyond Jharkhand and contribute to shaping programmatic actions

around this issue.

Dr. Nitin Madan Kulkarni (IAS)

Mission Director

National Rural Health Mission

State Government of Jharkhand
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Executive Summary
Ipas has an active programmatic presence in Jharkhand
since 2003 and a close partnership with the State Government,
which is proactively committed to expanding access to safe
abortion services.

Despite abortion being legal on broad ranging

medical and social conditions since 1971, access to

safe and legal services remains a problem in many

parts of the country and especially rural areas.

Lack of trained providers, non-functional primary

health centers, persistence of outdated

technologies such as dilatation and curettage, and

low levels of awareness about legality and safety all

contribute to making abortion unsafe in many

parts of the country, including the State of

Jharkhand, the setting of this intervention.

Medical abortion, using the drugs mifepristone

and misoprostol, is a safe and effective method of

terminating early pregnancy. Medical abortion also

has the potential to expand access, as this method

is well suited for the primary health care setting.

Mifepristone was licensed for use in India in 2002

and misoprostol was registered for use in abortion

in 2006.

At the time of this study, the approved national

guidelines recommended use of medical abortion

till seven weeks of pregnancy (this has

10

subsequently been increased to nine weeks and is

currently under condition). Though the use of

medical abortion has increased rapidly in the

country during the last several years, this has been

mainly in the private sector or through use by

informal providers. It remains largely unavailable

in the public sector and at primary health centers

(PHCs) where it is most needed.

Ipas, in collaboration with the Government of

Jharkhand, decided to undertake a pilot project

to demonstrate the feasibility of a service delivery

model that provides medical abortion through

the primary and secondary health care system.

Additionally, we wanted to demonstrate the

potential role of ‘intermediaries’1 as information

sources and referral agents and to develop a

communications strategy to reach community

women. Ipas has had an active programmatic

presence in Jharkhand since 2003 and a close

partnership with the State Government, which is

proactively committed to expanding access to safe

abortion services. A rural and partly tribal area of

253 villages (population: 161,024) in the Silli and

1An intermediary as defined in this project is ‘any person/group who acts as an information source or referral agent between a

woman and a provider of abortion services’. Typically these include locally available health workers such as the Auxiliary Nurse

Midwife (ANM), local village doctor or chemist.
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Khunti blocks of Ranchi and Khunti districts were

chosen for the pilot.

This document reports on the pre-intervention

baseline assessment done in 2008. The baseline

was done with the objectives of benchmarking

knowledge, attitudes, and practices related to

unwanted pregnancy; understanding women’s

sources of information, and assessing the potential

role of different cadres of community workers

as intermediaries.

The assessment consisted of a multi-stage stratified

random sample survey of 620 currently married

men (96% of selected sample) and 633 currently

married women (96% of the selected sample). In

addition, six focus group discussions (FGDs) with

married women were conducted and 1,235 key

informants were interviewed in order to list

potential intermediaries. Study protocols were

reviewed by an ethical review board. Fieldwork

was conducted with the assistance of two agencies:

Center for Media Studies (CMS) and PRISM.

Key Findings

Characteristics of the population and study

area: Half of the interviewed women and just over

a quarter of the interviewed men had never

attended school. The mean age at marriage for the

woman respondents was 16.5 years, well below

the legal minimum age of 18. The majority of

women worked in the house and family farm and

did not have an independent source of income.

From the focus group discussions it was clear that

the study area was predominantly an agricultural

community, with seasonal paddy cultivation being

the main occupation and most families being

relatively poor.

Knowledge of legality: Few of the study

respondents knew that abortion is legal in India;

more women (20.2%) than men (14.8%) were

aware. However, only four respondents (all men)

knew the correct pregnancy duration (20 weeks)

to which abortion is legal. The law stipulates an

obstetrician-gynecologist (Ob-Gyn) or a trained

and certified general physician as the only legal

providers of abortion services, but 55% of men

and 45% of women felt that any health worker or

doctor is a legal and safe provider. One in five

respondents also felt that ANMs or dais (birth

attendants) were legal and safe providers.

Knowledge of services and methods:

Knowledge of where safe abortion services could

be accessed in the locality was not high. When

prompted, 11% of men and 8% of women were

familiar with the concept of abortion with tablets

but it was not possible to be definitive about

whether they were talking about mifepristone-

misoprostol or the numerous Ayurvedic and

hormonal preparations sold over the counter as

abortion drugs.

Stigma associated with abortion: Survey

respondents did not believe that social norms

towards abortion were favorable, the FGDs

reinforced that stigma is strong in this community

and that while there is some sympathy for an

unmarried girl seeking abortion, for a married

woman to resort to it was considered sinful.

Stigma did affect the sources of information

women consulted or the places from which they

sought care.

Extent of abortion:  Use of contraception was not

high and only 29% of the women who were not

pregnant at the time of the survey reported that

they or their spouses were using a contraceptive.
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About 6% of the women reported having an

induced abortion in the past, and 5% of men

reported that their wives had one.

Abortion experience: Of the 63 abortion episodes

reported in the survey, detailed information was

collected for the 53 that happened in the three

years preceding the survey. The most common

reason for seeking a termination was because the

previous child was still too young or that the

woman or her husband or both did not want

another child. The majority of men felt that they

were the primary decision makers about how to

deal with the unwanted pregnancy but only 38%

of women felt that their husbands played the

primary role in deciding. Other relatives

(including the husband’s mother) did not seem

to play a major role. The qualitative analysis (FGDs)

revealed that a urine pregnancy test to confirm

pregnancy is increasingly available and being used.

Self-induction was the first response to an

unwanted pregnancy in 11 of the 53 abortions.

When home remedies were tried it was most

commonly the use of tablets bought from a chemist

(usually by the husband). When a provider was

consulted, it was usually someone from the village

itself or within walking distance (the local PHC was

approached by 25% of the women; a similar

proportion first went to a dai).

Most respondents who were able to answer the

question, said they had a surgical abortion

(whether it was D&C or a vacuum aspiration was

unclear), most commonly under general

anesthesia. Five respondents mentioned abortion

with tablets and at least in four of these cases it

was clear they were talking of mifepristone-

misoprostol. The average cost of an abortion as

mentioned by women was Rs. 1,112 (USD 24)

and as mentioned by men, Rs. 1,273 (USD 28).

Costs were higher when private providers were

involved. Both during the survey and in the

FGDs respondents were of the opinion that

abortion services cost more than other health

services and placed a high financial burden.

Post-abortion complications were reported by

38% of the women. Complaints varied from the

most commonly reported one of backache to

immediate heavy bleeding, cramps, and high

grade fever. Just under half of the women

sought treatment for these problems. It was

not possible to separate out actual complications

from expected side effects or possible

unrelated symptoms.

However, perception about the dangers of

unsafe abortion was high with 39% of the men

and 44% of the women surveyed reporting

knowing someone in the community who had

suffered a serious complication.

Information sources: With only 26% of villages

having electricity, media channels of

communication were limited. Just over a quarter

of all respondents (28% of men and 25% of

women) watched television, while over a third of

women and just over half of all men listened to

the radio at least sometimes. Television

ownership was low, but as was pointed out in

the FGDs some households owned battery

operated television sets and people gathered

around these homes to watch programs.

Occasional messages relating to spacing were

gleaned through these channels but by and large

12
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local sources such as neighbors and community

networks were the major channels of information,

especially for women whose mobility was limited

to the immediate neighborhood and occasional

attendance at community gatherings.

Women recounting their own abortion

experiences in the survey cited family members

and friends as the most important sources of

information about where to go. Men in addition

had access to other sources of information (local

providers, other villagers, chemists) and often for

financial assistance in the form of a loan.

When key informants were asked to list persons

within their village (other than family members)

who they thought were the most likely sources of

advice and information for women with an

unwanted pregnancy, the category of community

worker most frequently mentioned by respondents

was the ANM (62%), followed by the Anganwadi

Worker (52%) and the dai (51%). Though, the

Sahiya (ASHA), a new cadre of village level worker

introduced under the National Rural Health

Mission was just being established in the study

area at the time of the survey, Sahiyas were

mentioned as potential information sources by

15% of the respondents. Just over half of all

informants listed doctors as intermediaries and just

over a third listed chemists. However, contact with

these intermediaries was usually indirect, that is,

through husbands. We deliberately did not probe

the role of these providers as actual (illegal)

service providers. But the quantitative and

qualitative (FGDs) surveys did reveal that ANMs

and dais commonly provide abortion services at

least for early pregnancy.

Lessons Learned

The baseline assessment reconfirmed our

assumptions about the paucity of abortion services

in the area, lack of knowledge about what

constitutes safe services, where to access them and

the role played by stigma towards abortion.

The awareness and concern about the dangers of

unsafe abortion and women’s expressed needs for

more information were encouraging signs. Other

positive indications were that women preferred

locally available services, used the local primary

health center, started using pregnancy testing

and, therefore, earlier care-seeking and had

some awareness of and use of medical abortion in

the area.

The poverty, lack of electricity, low literacy, and

limited mobility for women suggest that

communication strategies will need to focus on

mid-media strategies such as pictorial wall signs

and street theater and on inter-personal

communications. It is also clear that increasing

awareness for early and safe services means

informing and working with intermediaries as well.

Triangulating the data from the survey, FGDs, and

key informants, the project team decided to focus

their intervention efforts on the ANMs, Anganwadi

Workers (AWWs), and dais, despite the challenges

of them being service providers as well as

information sources. The Sahiya (ASHA) was also

included (since post-survey most of the

intervention villages could successfully recruit

Sahiyas) as they appeared to serve a purely

information role. Overall, the survey has provided

us important benchmarks against which to plan

and measure our pilot intervention.

13
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Context

Despite the adoption of the Medical Termination

of Pregnancy (MTP) Act that has allowed for

abortion on wide ranging medical and social

grounds since 1971, access to safe services remains

a problem in India. Availability of services is

skewed in favor of urban areas and is better in

some states of the country than others. There is a

shortage of trained providers accentuated by the

physicians-only policy that restricts provision of

services to Ob-Gyns or specially certified general

physicians. All public sector sites are mandated to

provide abortion services, but many, especially at

the primary care level, are not functional. Private

providers are an alternative for whom such care is

affordable or accessible, but even here, many

private sites may be uncertified or providing care

of variable quality. Outdated technologies like

dilatation & curettage (D&C) continue to be used

by both private providers and in the public sector

(Duggal et al. 2004). For poor rural women,

informal and untrained providers are sometimes

the only option (Banerjee and Tank 2009).

Awareness of the legality of abortion also remains

low with several studies finding that even after

About Ipas

Ipas is a non-profit, non-governmental

organization (NGO) headquartered in Chapel

Hill, North Carolina, USA. We work globally to

increase women’s ability to exercise their sexual

and reproductive rights and to reduce abortion-

related deaths and injuries. We seek to expand

the availability, quality, and sustainability of

abortion and related reproductive health

services, as well as to improve the enabling

environment. Ipas believes that no woman

should have to risk her life or health because

she lacks safe reproductive health choices.

The India country program works toward:

(a) Increasing access to safe abortion care by

strengthening training systems and service

delivery of comprehensive abortion care

services in primary health care settings;

(b) Conducting action research on abortion

issues from the perspective of women,

communities, and service providers, in order to

influence advocacy, policy, service delivery, and

training initiatives; (c) Advancing policy and

advocacy initiatives that increase women’s

access to safe abortion services and

(d) Facilitating introduction and promoting

use of appropriate technologies for early

safe abortion.

Introduction
All public sector sites are mandated to provide abortion services
but many, especially at the primary care level, are not functional.
Private providers are an alternative for those for whom such care
is affordable or accessible.

14
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three decades, the majority of women and men

believe it is illegal (Chandrashekar 2005, Ganatra

et al. 2002, Malhotra et al. 2003).

Abortion-related deaths contribute to 8% of

maternal deaths in the country and 10% of maternal

deaths in the states with the weakest socio-

demographic indicators.2 Hospital and community-

based studies show that complications from unsafe

abortions continue to be very high. This is

especially true in the north and central parts of the

country (Registrar General of India 2000, 2006).

Medical abortion (MA) is an option that has the

potential to expand access to safe abortion services.

Typically, the term refers to early pregnancy

termination using two drugs—mifepristone and

misoprostol. In 2002, the Drug Controller of India

registered mifepristone as an abortifacient drug for

use up to 49 days after last menstrual period. At

that time, misoprostol was available, but its use in

abortion was off label. Several pharmaceutical

companies began to market the drugs and in 2003,

the MTP rules were modified to allow certified

physicians to provide medical abortion even if their

clinics were not listed (certified) sites. A national

expert group formulated guidelines for medical

abortion use in 2004. Misoprostol was registered

for use in early pregnancy termination in 2006.

Although the use of mifepristone-misoprostol

abortion has grown in the private sector and in

tertiary hospitals, the drugs are not yet routinely

available in the public sector programs.

The potential for medical abortion to expand access

to safe abortion lies in its simplicity and the fact

that it is well suited to primary care settings.

Ipas undertook this pilot project in order to

explore the feasibility of expanding access to

medical abortion in rural areas using the primary

care system.

The specific objectives of this pilot project were to:

l Document the experience of introducing a

service delivery model that provides medical

abortion through the primary health care

system in rural India;

l Determine and document the role of

‘intermediaries’ as channels of information,

communication, referral and ongoing support

on abortion-related issues to women in the

2Also called the Empowered Action Group (EAG) states under the National Rural Health Mission.

Medical Abortion

Also called medication abortion or the

abortion pill, medical abortion consists of

pills that end a pregnancy through a process

similar to miscarriage. The safest and most

effective method of medical abortion in early

pregnancy is the sequential use of two

medicines: mifepristone and misoprostol.

In India, both these drugs are legally

registered and available. But in countries

where mifepristone is not available,

misoprostol used on its own can also be

a safe and effective abortion method.

At the time of initiation of this project, the

approved regimen was one 200 milligram

tablet of mifepristone followed two days later

by two tablets (total of 400 micrograms) of

misoprostol to be used to seven weeks

(49 days) since the last menstrual period.

Changes in this regimen, including an

increase in gestation limit to nine weeks

(63 days), are currently under consideration.

15

Jharkhand-report09finalpress.p65 5/10/2010, 5:11 PM17



EXPANDING COMMUNITY-BASED
ACCESS TO MEDICAL ABORTION
IN JHARKHAND

community; and to work with an appropriate

cadre of intermediaries to build their capacity

in providing accurate, timely, and helpful

information to women regarding safe

abortion care;

l Develop a communications strategy that reaches

women and men directly with messages related

to early access of safe abortion services and to

document the process, challenges and impact

of that strategy.

Intermediaries

 An intermediary as defined in this project is “any

person/group who acts as an information source or

referral agent between a woman and a provider of

abortion services”. Typically these include locally

available health workers like the auxiliary nurse

midwife (ANM), Sahiya (ASHA), local village doctor

or the rural medical practitioner (RMP), the birth

attendant, or dai, and may also extend to

Anganwadi Workers (AWW), schoolteachers or

other knowledgeable village elders. Sometimes a

group like the local women’s club (Mahila Mandal)

rather than an individual may serve an

intermediary role.

Intermediaries act as ‘bridges,’ linking women to

information and services by:

l Providing emotional support to women as they

explore their options for responding to an

unwanted pregnancy;

l Providing accurate information to women about

how and where to seek safe abortion services;

l Providing referrals to safe services.

They also have the potential to support the woman

after she has an abortion and help meet her post-

abortion contraception needs.

Family members (especially husbands, but also

mothers-in-law) also serve as information sources,

gatekeepers, proxy decisionmakers and sometimes

proxy clients (men may go to the chemists to

procure drugs instead of the woman herself) in

dealing with an unwanted pregnancy. Thus, they

too are ‘intermediaries’ between a woman and

abortion services. However, the role they play and

the interventions needed to influence this group

are different from the types

of information and activities that would

generally be used with the health care-related

intermediaries. In the pilot project, we chose to

look at family members as target audiences for our

communication messages but did not classify them

as intermediaries.

Before starting the pilot project, we commissioned

a literature review (Wegs 2008). Although we

found little documentation about the role of

intermediaries in promoting access to safe

abortion care, examples from other areas of

reproductive health provided useful insights.

Successful strategies have included using strong

formative research, carefully selecting community

partners, capitalizing on women’s social networks

and building a network of opinion leaders within

the community. Intermediaries can serve a useful

role but need ongoing skills-building training and

an enabling environment in order to be effective.

Location of the Pilot Project

The State of Jharkhand was chosen as the

intervention area as Ipas has a strong

programmatic presence in the state since 2003.

Ipas initiated work in Ranchi with focused pilot

interventions on training and expanding access

to manual vacuum aspiration (MVA) and

subsequently expanded its activities to focus on
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Silli
Ranchi

scaling up the pilot models to other districts of the

state. As of December 2008, Ipas had trained 449

providers in the state.

The Government of Jharkhand has been proactive

in its commitment to expand access to safe

abortion services. Ipas has maintained an ongoing

collaborative relationship with the state

government and provides technical assistance in

implementing the safe abortion component of the

RCH II program.3 The present project proposal

was developed in partnership with the

Government of Jharkhand and reviewed by an

expert committee set up by the state government.

Formal approval from the Secretary of the Ministry of

Health and Family Welfare was received in July 2007.

The State of Jharkhand was formed in 2000 when

it was carved out from the State of Bihar. It is a

predominantly rural state and 76.5% of its 30.5

million people live in villages. Over a quarter

(28%) of its people are tribal (Registrar General of

India 2006). Infrastructure is not well developed

and only 45% of all villages have electricity.

Contraceptive prevalence is 31.1% and age of

marriage is also low with 61.2% of women being

married by the age of 18 (IIPS et al. 2007).

Abortion services in the state are particularly

inadequate. A recent study showed poor

availability and utilization of government services,

use of informal providers like dais and ANMs, and

overall paucity of confidentiality and sensitivity as

well as poor-quality care (Barua et al. 2007).

Knowledge about legality remains low. For

example, less than one-fourth of the 22,476

individuals polled in one rapid assessment were

aware of abortion being legal under some

circumstances (Chandrashekar 2005).

A study conducted  a few years before this pilot

began showed that private Ob-Gyns had begun to

use medical abortion but use was conservative and

inaccurate information on doses and protocols was

not uncommon. Though prescription sales were

the most common way to obtain the drugs, only

35% of chemists (mostly large outlets) stocked the

drugs. Many other types of drugs (e.g., Ayurvedic

and hormonal) were available and commonly sold

3 Reproductive and Child Health Program, Phase 2. This  program was launched by the Government of India in 2005 with the aim

of reducing the fertility rate, maternal mortality rate, and infant mortality rate.

Figure 1: Location of the Study Area
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as abortifacients. Awareness of medical abortion

using mifepristone and misoprostol within the

community was low but the concept of abortion

through use of traditional as well as other tablets

and drugs available from chemists was common

(Ganatra et al. 2005).

Silli and Khunti blocks in the Ranchi district were

chosen as the specific project area. Soon after the

study started, Khunti block received the status of

an independent district. The area was selected

because the sub-divisional hospital at Khunti

(which has subsequently been promoted as the

district hospital) and the rural hospital at Silli (the

block level public sector sites) were already

providing MVA services and providers there

had been trained by Ipas in the provision of

comprehensive abortion care (CAC) services.

The additional refresher training input required

to make the sites functional for Medical Abortion

(MA) services, which was not available before

the intervention. Additionally, the area is

geographically close to the capital city, Ranchi.

Public and large NGO sites at Ranchi also have

CAC trained providers and referral services that

women from the project area can access if needed.

Table 1 gives the characteristics of the study area.

We decided to limit the community intervention to

the 253 villages (population of 161,024) in the

project area.

Table 1: Characteristics of Silli and Khunti, the Project Area

Total population 202,315

Rural 161,024 (79.5%)

Urban 41,291 (20.5%)

Total no. of villages 253

Rural population distribution by size of villages

Very large  (5,000 – 10,000 population) 5%

Large (2,000 – 4,999) 15%

Moderate (1,000 – 1,999) 28%

Small (500 – 999) 31%

Very small (less than 500) 22%

Village infrastructure: Facilities available in village

At least one chemist shop 9%

At least one rural medical practitioner (RMP) 64%

At least one resident auxiliary nurse midwife (ANM) 21%

At least one traditional birth attendant (TBA) 55%

At least one community health worker 47%

At least one school 76%

Source: Population data from Census of India 2001. Infrastructure data from the mapping exercise conducted during pilot project.
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Baseline Study: Objectives and Study Design

The three main components were a survey of community
women and men, identification and listing of potential
‘intermediaries’, and focus group discussions among
community women to supplement the information.

Rationale and Objectives
for the Baseline Assessment

Prior to implementation of the pilot program, a

baseline was undertaken to provide inputs into

the design and planning of the intervention

and to serve as a benchmark for Ipas to

monitor and evaluate our intervention efforts

over time.

The baseline assessment was conducted with

the following objectives:

l Understand the knowledge, attitude, and

practices related to an unwanted pregnancy

in the study area and  determine current

levels of awareness about abortion methods

including medical abortion;

l Understand women’s sources and channels

of information and advice when dealing with

an unwanted pregnancy;

l Understand the relative importance of

different intermediaries in influencing

care-seeking behavior related to unwanted

pregnancy and identify and list appropriate

intermediaries in the community.

Components of the Baseline

The baseline assessment consisted of both

quantitative and qualitative aspects. The three main

components were a survey of community women

and men, identification and listing of potential

‘intermediaries’, and focus group discussions

(FGDs) among community women to supplement

the information on sources of information and

provider choice.

Household Survey

A two-stage stratified random sampling technique

was used. First, the primary sampling units (PSUs)

which were individual villages were selected

through probability proportional to population

size (PPS). Then, households within each sample

village were selected through systematic

random sampling.

As no information was available on the primary

outcome of interest (i.e., proportion of target

population aware that medical abortion is a safe

option of early abortion), sample size estimations

were made using information on the proportion of

target population with correct knowledge about
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what is a legal abortion. On the basis of available

literature (Chandrashekar 2005) we estimated this

proportion to be 1.1% of women. The required

sample size of 1,264 was calculated on the

assumption that at the two-year evaluation period,

awareness will rise by at least a further four

percentile points to 5%. The sample size is

adequate to detect this level of change with 95%

confidence and a power of 80%. The sample size

calculation also takes into account the design

effect of the two-stage cluster sampling.

We decided to interview 15 women and 15 men

from each selected village (PSU). Given the desired

sample size of 1,264 and adding on an additional

2% to account for non-responses, a total of

43 villages were sampled. In each sampled

village, households were listed using a structured

listing format to frame the sampling universe.

Sample villages larger than 500 households

were segmented and two segments were

selected randomly.

The sampling universe consisted of married

women between the ages of 15 and 44 and

married men between the ages of 18 and 49.

Potential respondents were excluded from the

sampling frame if they (or their spouses) had

undergone sterilization (i.e., a permanent method

of contraception), three or more years before the

survey. This group was excluded as they were

unlikely to have had an induced abortion

experience in the recent past. The survey

respondents were then selected through

systematic random sampling, ensuring that both

husband and wife were not included in the survey.

Thus 1,290 respondents (645 men and 645

women) were selected of whom 98% of women

and 96% of men could be interviewed (Table 2).

Nineteen men and nine women could not be

contacted even after repeated attempts; this may

be due to the fact that the harvesting season

coincided with part of the data collection

and men in particular spend long hours away

from home at this time. Six respondents refused

to be interviewed, fearing the loss of work time

and income.

Finally, 633 women and 620 men were

interviewed. Information was collected using a

modular, semi-structured, and pre-tested

Table 2: Response Rate

Men Women

Number of respondents selected 645 645

Number of respondents successfully interviewed 620 (96%) 633 (98%)

Not at home 19 9

Interviewed only partially 2 1

Refused 4 2
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questionnaire. The first module collected basic

information from all respondents including:

l Socio-economic status (individual as well as

household level)

l Media exposure: Generic and health-related

l Demographic characteristics and

reproductive history

l Health-care seeking attitude, behavior, and

available sources

l Knowledge, opinion, perception, and practice

about abortion

l Knowledge and awareness on the legal aspects

of abortion

l Knowledge and awareness on the safe abortion

techniques (with reference to medication

abortion) and sources

l Communication exposure on safe abortion and

legal aspects of abortion

Respondents were then asked if they (or their

wives) had an induced abortion during the past

three years. Appropriate and standard filter

questions about missed periods, unwanted or

mistimed pregnancy and any attempts made to

bring on delayed periods were included in order

to maximize reporting. Those who reported an

induced abortion were asked further questions

about the care-seeking pathway, including:

l Providers visited and sequence of care-seeking

l Methods for inducing abortion

l Complications experienced

The survey was fielded between December

2007 and February 2008. Field work was

contracted out to a research agency, Center for

Media Studies (CMS). Ipas provided technical

inputs and training to the field team.

Questionnaires were checked manually by the

field supervisors. Edited questionnaires were

entered into SPSS 14.0, which was also used for

data cleaning and analysis.

Focus Group Discussions (FGDs)

Six FGDs were held, three each in Silli and

Khunti areas, respectively. The villages were

purposively selected to ensure representation

of larger villages (population >2,000 and

situated along the highway), remote villages,

and predominantly tribal villages.

Each of the FGDs consisted of eight to

10 women who were married and had at least

one child. As far as possible, homogeneity of

the group in terms of caste or economic

composition was maintained  and health care

workers (ANMs, dais) or acknowledged

community ‘leaders’ (e.g., member of the

village council or village health committee)

were not included in the groups as the

opinions of such individuals tend to dominate

group discussions.

Group discussions were usually conducted at

the local school or anganwadi (pre-school)

that afforded some degree of privacy (complete

privacy for a group discussion is impossible in

a village setting). Members of the research team

assisted in caring for small children so that

women were able to participate in the

discussions without distraction.
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All participating members gave informed

consent. No monetary incentives were paid

but participants were sometimes served tea

after the discussion.

The field work was conducted by PRISM, a

market research and strategic planning

organization. Ipas provided technical inputs

and assisted in training the field team. The

discussion moderator was a female social

scientist. An interview guideline of themes

and questions was used. Information was

sought on actions women take when faced

with an unwanted pregnancy and from whom

they seek information, guidance, and services.

As an aid to discussion, a vignette using a

puppet character was used to set up the

context of a woman dealing with an unwanted

pregnancy. No questions about individual

(personal) abortion experience were asked.

FGDs lasted from 30 to 40 minutes and were

conducted in Hindi. The FGDs proved

exceptionally difficult to conduct in the tribal

villages where women, though willing to

participate, did not speak much. Also, since

a local dialect is spoken rather than Hindi,

an interpreter had to be used in addition to

the moderator, which made the discussions

more challenging.

Sessions were tape recorded. Notes were

translated into English and transcribed as fully

as possible as soon after the discussion as

possible to minimize loss of data. Transcripts

were analyzed to indentify the main sources

of care-seeking and the role of intermediaries.

Intermediary Listing

Key informants were contacted using a snowball

sampling. In every village, the interviewers

identified a village leader or a prominent

villager (e.g., a village council member or school

teacher). The leader was interviewed and asked

to suggest other potential key informants. Some

of these were contacted and interviewed. They

in turn suggested other key informants.

Based on their availability and willingness to

participate, four to five key informants were

interviewed per village. Typically, suggested

informants usually included local health

workers, local RMPs, and chemists. However,

the team also ensured that at least two of the

interviewed informants were women and at

least two were community women or men who

were not connected to health or development

work in any way and unlikely to play an

intermediary role themselves. Care was taken to

ensure that the key informants were selected

from different clusters within each village so as

to get representation of varying class/caste

divisions within the village.

Data collection was done by PRISM; their data

collectors received training from Ipas. All

interviews were carried out using a semi-

structured questionnaire. The questionnaire

was reviewed by Ipas and was field-tested.

Each key informant was asked to name up to

five people they thought women in the village

consulted for information on dealing with

delayed periods or an unwanted pregnancy (i.e.,

potential intermediaries). In order to avoid a
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potentially stigmatizing focus on abortion,

informants were also asked questions about who

women turned to for information on general

health matters and contraception. Certain basic

demographic information was collected about the

intermediaries. Key informants were also asked

their opinion on why they thought a particular

person was a good intermediary.

Data was entered into SPSS 14.0 and information

was organized by village and by categories of

intermediaries. Frequency tables were generated

using SPSS.

Ethical Issues

Prior to implementation, the research design,

tools, and protocols were approved by a local

Institutional Review Board (IRB) for compliance

with accepted ethical standards.

Interviewers explained the study objectives and

purpose to all respondents (survey, FGDs, and

key informants). Only those who gave informed

consent were included. All participants

understood that they also had the right not to

answer specific questions if they did not want to

or to terminate the interview at any point. A

contact telephone number of a senior study

team member was provided to all respondents

so that they could contact them in case of

questions or concerns.

The study protected the confidentiality of the

participants to the fullest extent possible.

Signed informed consent forms were stored in a

secure location at all times and separately from

the completed data collection forms. Ipas will

destroy all source documents (i.e., paper data

collection forms, informed consents) after the

project has been completed.

Data collectors were trained not only in the

survey questionnaires and FGD techniques but

in ensuring sensitivity, confidentiality, and

privacy during the interview. No questions of

personal experience or practices were asked

during FGDs or to key informants, some of

whom may have been abortion service

providers themselves.
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Profile of the Survey Respondents

The average age of the interviewed women was 28

years, while that of the men was 34.3 years. Almost

64% of the women had married before attaining

the legal minimum age of 18; 10% were married

even before they were 13. Mean age at marriage for

women respondents was 16.5 years which is

similar to the state average (IIPS et al. 2007).

Among men, the mean age at marriage was 22.8

years, but nearly 38% were married before 21,

the legal minimum marriage age for men.

As seen in Table 3, half of the women and just

over a quarter of the men had never attended

school. Over a third of the respondents were

tribal (classified as Scheduled Tribes by

the Census of India).

Findings: Respondent Profile and Information Sources

The average age of the interviewed women was 28 years, while
that of the men was 34.3 years. Almost 64% of the women had
married before attaining the legal minimum age of 18; 10% were
married even before they were 13.
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4

 A tribal religion seen in Jharkhand.
5

 The term is used here as it is an official classification used by the Government of India to refer to specific communities that are

economically and socially disadvantaged and face, or may have historically faced, discrimination on account of birth. Citizens falling

under this classification are entitled to specific benefits meant to compensate for their historical social disadvantages.

Table 3: Socio-demographic Profile of Respondents

Characteristics Men  (N=620) Women (N=633)

n % n %

Current age

15-19 yrs 1 0.2 43 6.8

20-29 yrs 174 27.3 331 52.3

30-39 yrs 274 44.2 219 34.6

40 and above 171 27.6 40 6.3

Education

Never attended school 170 27.4 320 50.6

Primary 46 7.4 42 6.6

Secondary 317 51.1 251 39.9

High school and above 87 14.0 20 3.2

Religion

Hindu 482 77.7 484 76.5

Muslim 12 1.9 13 2.1

Christian 34 5.5 34 5.4

Sarna4 92 14.8 102 16.1

Caste (as defined by Census of India)

Scheduled Caste (SC) 58 9.4 37 5.8

Scheduled Tribe (ST) 250 40.3 212 33.5

Other Backward Class (OBC)5 271 43.7 350 55.3

General 41 6.6 34 5.4

Family type

Nuclear 397 64.0 335 52.9

Joint 138 22.3 200 31.6

Extended 85 13.7 98 15.5
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Very few women worked for cash or in-kind

remuneration while most men did so even though

nearly 13% of them reported being unemployed

(Table 4). Working on the family-owned farm or

daily wage labor were the most common sources

of income. The majority of respondents could be

classified as poor based on their ownership of

household and related assets.

6 In order to assess the socio-economic status of the respondents, a wealth index was developed on the basis of ownership of

household durables and assets: such as sewing machine, fan, radio, television, motor cycle, bicycle, thresher, tractor, and water

pump. Each household was assigned a score for each asset, and the scores were summed for each household (Roy et al. 1999).

Table 4: Economic Profile of Respondents

Characteristics Men (N=620) Women (N=633)

n % n %

Earned cash/kind in the 12 months preceding the survey

Only cash 294 47.4 72 11.4

Only kind 29 4.7 10 1.6

Cash and kind 218 35.2 21 3.3

No remuneration/unemployed 79 12.7 530 83.7

Type of occupation

Farming (family-owned farm) 258 47.7 354 55.9

Farm labor 82 15.2 38 6.0

Other daily wage labor 101 18.7 80 12.6

Small business 58 10.7 87 13.7

Salaried 33 6.1 45 7.1

Other 9 1.7 29 4.6

Monthly household income in rupees

<1,000 rupees 169 27.3 312 49.3

1,001-2,000 rupees 308 49.7 175 27.6

>2,000 rupees 101 16.3 120 19.0

Did not want to disclose 42 6.8 26 4.1

Ownership of household goods and assets 6

Low 528 85.2 485 76.6

Medium 69 11.1 107 16.9

High 23 3.7 41 6.5
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Information Sources and Networks

Exposure to mass media was limited. Just over a

quarter of all respondents (27.6% of men and

25.4% of women) watched TV. Exposure to the

radio was more frequent with over a third of

women and just over half of all men listening to

the radio at least sometimes. This is not surprising,

as 74% of the sampled villages did not have

electricity at the time of the survey, only 18% of

the respondents owned a TV and 23.6% owned a

Table 5: Proportion of Men and Women Who Watched TV, Listened to
the Radio, and Read the Newspaper

Media types Men (N=620) Women (N=633)

n % n %

Watched television in past one week

All 7 days 49 7.9 81 12.8

Occasionally 122 19.7 80 12.6

Not at all 449 72.4 472 74.6

Listened to the radio in past one week

All 7 days 108 17.4 77 12.2

Occasionally 220 35.5 160 25.3

Not at all 292 47.1 396 62.5

Read a newspaper in past one week

All 7 days 76 12.3 18 2.8

Occasionally 163 26.7 65 9.2

Never 381 61.5 550 86.9

27

radio. Very few women read the newspaper.

The majority of men also did not do so.

News, soap operas, and films were the most

commonly watched TV programs by both men

and women. Among radio listeners, news, and

song programs were popular. Women’s mobility

was restricted, however, most did attend

community meetings at least sometimes. Fewer

went to the bazaar and almost no women visited

the cinema.
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Table 6: Proportion of Men and Women Who Attend Community Events,
Visited the Village Market and the Cinema

Men (N=620) Women (N=633)

n % n %

Attend community meeting/events

Regularly 102 16.5 81 12.8

Occasionally 195 31.5 185 29.2

Never* 323 51.0 367 58.0

Participate in a club/men or women’s group

Regularly 102 16.4 81 12.8.

Occasionally 195 31.5 185 29.2

Never* 323 52.1 367 58.0

Go to village market

Regularly 420 67.7 228 36.0

Occasionally 178 28.8 203 32.0

Never 22 3.5 202 31.9

Visit the cinema

Regularly 15 2.4 3 0.5

Occasionally 89 14.4 61 9.6

Never 516 83.2 569 89.9

* Includes those who said they did not know of any such events/groups.
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Table 7: Reported Channels of Information on Local and National Events

Channels of information Men (n=620) Women (n=633)

n %* n %*

State/national news on sports/major events

Spouse 11 1.8 42 6.6

Neighbors 207 33.4 164 25.9

Other villagers/market place 98 15.8 182 28.8

School teacher 61 9.8 19 3.0

Television 35 5.6 88 13.9

Radio 139 22.4 178 28.1

Newspaper 213 34.4 64 10.1

Local news (village issues/events)

Neighbors 465 75.0 463 73.1

Other villagers/market place 153 24.7 164 25.9

Women’s group – – 15 2.4

* Percentages total to more than 100 as multiple responses were possible.
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Given the relatively low penetration of mass

media, local sources of information and

community networks were reported as major

sources of information (Table 7).

When asked about having received messages

related to contraception, around half of the

respondents recalled having heard some message

during the last one year, most commonly related

to spacing. Only 8% of women and 7% of men had

heard any information related to abortion. If they

had, a community health worker like the ANM or

the dai was the most common source of

information. Despite the low penetration of mass

media, respondents did report picking up family

planning-related messages from mass media.
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Figure 2: Proportion of Women Who Received Any Information on
Family Planning and Abortion in the Past One Year and Sources of
Information (N=633)

Figure 3: Proportion of Men Who Received Any Information on
Family Planning and Abortion in the Past One Year and Sources
of Information (N=620)
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Perceptions of Legality

Although not an unconditional right, the MTP Act

allows for abortion on grounds of preserving the

woman’s physical or mental health, fetal

deformities, rape, and contraceptive failure in

married women. Though the law has been in

existence since 1971, few of the study

Findings: Knowledge of and Attitudes toward Abortion

Though the law has been in existence since 1971, few of
the study respondents knew that abortion is legal in India.
Most respondents either felt it was illegal or had no idea
about the legal status.

respondents knew that abortion is legal in India

(Figure 4). Most respondents either felt it was

illegal or had no idea about the legal status.

More women (20.2%) than men (14.8%) were

aware that abortion is legal. However, only four men

and no woman knew the correct pregnancy

duration (20 weeks) to which termination is

allowed.

Figure 4: Men (N=620) and Women’s (N=633) Perceptions
about Legality of Abortion
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Women who had had an abortion in the past and

men whose wives had had one were less likely

than others to believe it is illegal; nevertheless

nearly half of all women (47.1%) who had had an

abortion themselves believed it was illegal or were

unsure of the status (Table 8).

Perceptions about legality changed very little when

people were presented with a situation and asked

whether abortion was legal in that circumstance.

Whether the situations presented were conditions

under which the MTP Act allows termination (rape,

danger to woman’s health, serious fetal anomaly)

or ambiguous situations which are common

Table 8: Perceptions of Legality by Experience of Induced Abortion

Men Reported wife had an Did not report an

 induced abortion (n=29) induced abortion (n=591)

Abortion is legal 62.1% 15.2%

Don’t know 17.2% 26.1%

Illegal 20.7% 58.7%

Women Reported an induced Did not report an

abortion (n=34) induced abortion (n=596)

Abortion is legal 52.9% 20.0%

Don’t know 20.6% 40.8%

Illegal 26.5% 38.3%

reasons for termination though not specified as

such by law (not wanting another child, unmarried

pregnancy) perceptions of legality did

not vary much with less than one fifth of

respondents feeling abortion was legal in

those circumstances.

Conversely, a similar proportion of respondents

also felt that pregnancy termination beyond 20

weeks (not allowed in the law) or based on sex of

fetus (sex detection is prohibited under the

PCPNDT Act) was legal. This suggests that within

the study area, there is very little awareness of the

MTP Act and its specifics (See Figures 5 and 6).
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Figure 5: Men’s (N=620) Perception of Legality of Abortion in
Different Situations

Figure 6: Women’s (N=633) Perceptions of Legality of Abortion in
Different Situations
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Table 9: Perceptions on Appropriate Provider and Place Where
Services can be Obtained

Men (N=620) Women (n=633)

n %* n %*

 Perception about who is considered a safe and legal provider

Any health worker 131 22.0 110 18.2

Any qualified doctor 197 33.1 162 26.8

Specially trained and certified doctor 183 30.7 226 37.4

No idea 85 14.3 106 17.5

Perception on where abortion services are available

District hospital 115 18.5 135 21.3

Govt. health center (PHC/RH) 385 62.1 339 53.6

ANM/nurse 139 22.4 124 19.6

Private doctor/nursing home 279 45.0 211 33.3

Dai/TBA 121 19.5 149 23.5

Other** 28 4.5 47 7.4

Did not know any source 80 12.9 95 15.0

* Percentages total more than 100 because multiple responses were allowed.

** Other includes: Chemist shops, Ayurvedic doctors, rural medical practitioners, traditional healers.

Awareness about Abortion
Services and Methods

The Indian law limits abortion service provision to

Ob-Gyns or specially certified physicians. But as

seen in Table 9, just over half of the male

respondents (55.1%) and 45% of the female

respondents felt that any health worker or qualified

doctor was a safe and legal provider of services.

When asked where abortion services were

available in their locality, majority of

respondents mentioned a government-run

primary health center (PHC), rural hospital

(RH) or the district hospital as an option.

An ANM was perceived to be an abortion

provider by one in five respondents, as was

a dai.
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Not many respondents could recall any specific

abortion methods; more were able to recognize

the method when a specific prompt was used.

We used prompts to ensure that respondents were

not talking about oral contraceptive pills when

they mentioned medical abortion. However, it was

not possible to verify whether respondents meant

mifepristone–misoprostol abortion or any of the

other various tablets that are available with

chemists. No one could name the tablets.

However, 21 of the 98 men (21.4%) and seven of

the 82 women (8.5%) who were familiar with

abortion by tablets described the procedure as

involving one tablet taken on the first day

and two tablets taken two days later.

These respondents at least were likely referring

to mifepristone–misoprostol. The majority of

men who were aware of the method had learned

about it from friends (41.8%) or from a doctor

(33.3%). Women were most likely to have

learned of the method from a doctor (27.8%),

friend (25.6%) or the ANM (12.8%).
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Table 10: Awareness of Abortion Methods

Men (N=620) Women (n=633)

n % n %

 D&C (curetting)

Yes, spontaneous 11 1.8 11 1.7

Yes, on prompting 18 2.9 12 1.9

MR (MVA)

Yes, spontaneous 8 1.3 19 3.0

Yes, on prompting 26 4.2 17 2.7

Abortion with tablets

Yes, spontaneous 29 4.7 32 5.1

Yes, on prompting 69 11.1 50 7.9

Massage

Mentioned spontaneously 12 1.9 11 1.7

Herbal medicines

Mentioned spontaneously 17 2.7 1 –
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Table 11: Perceptions of Where Abortion by Tablets is Available Among
Men and Women Who Reported Tablet as a Method of Abortion

Location Men (N=98) Women (N=82)

n % n %

District hospital 14 14.3 7 8.5

PHC/CHC 39 39.8 10 12.2

Private doctor/nursing home 6 6.1 22 26.8

ANM 5 5.1 16 19.5

Chemist 18 18.4 14 17.1

 Other 7 7.1 8 9.8

As seen in Table 11, nearly 40% of the men

who knew of this method believed that

abortion using tablets was available at the PHC

(this was not the case at the time of the

survey), though only 12.2% of the women said

so.

Nearly one in five respondents also believed

that such tablets were available with chemists.

Attitudes toward Abortion

Respondents were asked to agree or disagree with

a range of statements that reflected individual

attitudes as well as perceptions on societal norms

and support systems. Responses were coded on a

five point scale that ranged from strongly disagree

to strongly agree. Table 12 highlights the

proportion of respondents who agreed with some

of the key statements.
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Table 12: Proportion of Respondents Who Agreed or Strongly Agreed
with the Following Statements

Statement Men (N=620) Women (N=633)

% of respondents % of respondents

who agreed who agreed

A woman can die of unsafe abortion 78.9 73.5

I know of women from my community who have been 38.8 44.4

seriously ill from abortion-related complications

We do not have any option to get abortion services at 81.3 84.6

a facility close to our village

Abortions usually cost more than any other treatment 75.3 80.0

In this community, abortions among unmarried women 75.0 77.1

are usually seen as being a sin

In this community, abortions among married women 66.7 63.5

are usually seen as being a sin

I feel guilt when I think of abortion 70.0 69.1

If I were to go for any abortion, – 71.1

my family would support me

If I need to go for abortion, I would have to do so – 35.7

without telling anyone

We don’t have any information about 72.7 73.1

safe methods or providers

If I/we were to go for abortion, doctors and health care 33.9 32.2

providers would treat me/my wife rudely

Village practitioners are more reliable than outside 56.6 71.1

doctors in terms of confidentiality

Occasional abortion is better than regular contraception 34.0 35.7

I/my wife will never be able to get pregnant in 34.6 35.1

future if I/she has an abortion
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Subsequently, a reliability analysis was done and

similar statements were grouped together under

categories (behavioral constructs) and a mean

response score for each category (construct)

was calculated (see Table 13). Overall, while

both men and women seemed to agree strongly

that social support systems within the family are

strong, societal norms were not seen to be that

favorable and individual attitudes toward

abortion were also ambivalent. Both men and

women felt they would be able to obtain the

services they needed if faced with the situation

of an unwanted pregnancy. However, the

perceived availability and affordability of

abortion services were uniformly reported as

a major concern.

Table 13: Attitude toward Abortion

Category of attitudes/perceptions Men (N=620) Women (N=633)

Mean score Mean score

(on scale of 1-5)* (on scale of 1-5)*

Abortion services are affordable 1.73 1.56

Abortion services are easily available 1.76 1.85

Social norms toward abortion are favorable 1.86 1.72

Social support within family is high 4.04 3.92

Social support within community is high 2.98 2.91

Attitude (individual) toward abortion is not stigmatizing 2.3 2.27

Self efficacy (being able to obtain services as needed) is high 4.06 3.93

Unsafe abortion is recognized as a severe problem 2.43 3.66

* Note: Respondents graded each statement within the category on a scale of 1 to 5; 1 indicates strong disagreement and 5

strong agreement with the statement. Scores were averaged across statements to reach an average score for each category.

Scores were averaged across respondents to reach an average score for the surveyed population. The higher the mean score

implies the stronger the respondents’ level of agreement with the statements within the category.
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Five hundred and eighty-seven women (93.2%)

said they had been pregnant at least once. On

average, women reported having been pregnant

3.2 times in the past and had a mean of 2.93

living children.

Use of contraception was not high and only 29.2%

of the women who were not pregnant at the time

of the survey reported that they or their spouses

were using a contraceptive. Of the men whose

wives were not currently pregnant, just over a

third (37.7%) reported using a family planning

method. The most common methods reported

were female sterilisation and condoms.

Findings: Obstetric History and Reporting of Abortions

Men and women differed in the perception of who was the
main decision maker in the process. Eighty-three per cent
of men felt that they were the main decision makers about
their wives’ abortion.

Both men and women were asked questions

about pregnancy loss. As seen in Table 14, 5.8% of

the women reported that they had an induced

abortion, and 5.1% of men reported that their

wives had one. While the proportion of men and

women reporting stillbirths and induced

abortions were similar, spontaneous abortions

were reported more commonly by women. It is

possible that some of the abortions reported as

spontaneous were in fact induced.

Nine women (1.4%) reported more than one

induced abortion; three men reported similarly

for their wives.

Table 14: Stillbirths, Miscarriages, and Induced Abortions Reported by
Respondents Among Those Who Reported being Pregnant at Least Once

Responses Men (N=564) Female (N=590) Total (N=1,154)

n % n % n %

Self/partner ever had stillbirth 39 6.9 38 6.4 77 6.7

Self/partner ever had miscarriage

(spontaneous) 40 7.1 91 15.4 131 11.3

Self/partner ever aborted pregnancy

(induced) 29 5.1 34 5.8 63 5.5
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Abortion Experience

Of the 63 abortion episodes reported in the survey,

53 were in the three years preceding the survey;

detailed information was gathered on these.

The most common reason for seeking a

termination was a mistimed pregnancy.

Men and women differed in the perception of

who was the main decisionmaker in the process.

Table 15: Reasons for Last Abortion

Reasons Men reporting Women reporting Total abortion
on wives’ abortion on their own  episodes

 abortion

N=24 %* N=29 %* N=53 %*

Previous child was too young 13 54.2 13 44.8 26 49.1

Husband did not want another child 0 – 9 31.0 9 17.0

Did not want any more children 8 33.3 0 – 8 15.1

Woman had a health problem 7 29.2 4 13.8 11 37.9

Contraceptive failed 3 12.5 2 6.9 5 9.4

Could not afford another child 1 4.2 – – 1 1.9

Fetus was female 1 4.2 2 6.9 3 5.7

Other – – 2 6.9 2 3.8

* Totals greater than 100 because multiple responses possible.
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Eighty-three percent of men felt that they were

the main decisionmakers about their wives’

abortion. Only 38% of female respondents said

that their husbands were the main

decisionmakers. Other relatives (including the

husband’s mother) did not seem to play a major

role (results not shown in the table).

Care-Seeking

Self-induction or inducing an abortion with the

help of the husband or other family member was

the first response to an unwanted pregnancy in

11 of the 53 abortions; in nine instances it was

reported as successful (Table 16).

Table 16: Self Induction of Abortion

 Responses Men reporting Women reporting Total abortion
on wives’ abortion on their own  episodes

 abortion

N=24 % N=29 % N=53 %

Abortion successfully attempted at home 3 6 9 16.9

Abortion unsuccessfully attempted at home 0 2 2 3.7

Home remedies most commonly involved the

use of tablets obtained from a chemist (6/11).

None of the respondents were able to specify

the names of the tablets used.

One woman reported inserting a medicated

stick into her vagina but the abortion remained

incomplete; she had heavy bleeding and had to

go to a private provider for treatment.

Two people reported the use of external

massage (unsuccessful in one case) and use of

herbal concoctions were mentioned in two

instances. Of the 53 abortion episodes, care

from a provider was sought in 45 (85%).
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All six women who reported consulting more

than one provider said that they did so because

abortion care was not obtained with the first

provider. Most often, the first provider consulted

was within the village or within walking distance.

Subsequent providers were more likely to be

situated in the town or a larger village farther

away, requiring the woman to travel ten or

more kilometers.

Most men (85.7%) said they accompanied their

wives when they went for the abortion; most

Table 17: Number and Types of Providers Consulted

Number and type Men reporting Women reporting Total abortion
on wives’ abortion on their own  episodes

(N=21)  abortion (N=24) (N=45)

n %* n %* n %

Number of providers consulted

One 13 18 31 68.9

Two 8 5 13 28.9

Three – 1 1 2.2

Type of provider consulted at first case seeking visit

Doctor (PHC/CHC) 5 6 11 24.4

Doctor (private) 9 5 14 31.1

ANM 1 3 4 8.9

RMP/chemist 3 2 5 11.1

Dai 3 8 11 24.4

Distance travelled

Within village/<5 km 12 17 29 64.4

5-10km 3 1 4 8.9

>10 km 6 6 12 26.7
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women (91.7%) also said they were accompanied

by their husbands. For women whose husbands

were unable to accompany them, they were

accompanied by a sister-in-law or other

family member. No respondent mentioned

going all alone.

When asked why the particular provider was

chosen, most women said it was because they

heard the provider was good. One-third of men

(7/21) also said this; the others were unable to

specify a reason. Men and women differed in their

perception of who made the decision to go to a

particular provider. The majority of men felt

they had made the decision about the provider.

The majority of women (14/24) felt that they

themselves had made this decision.

Sources of information on the provider varied;

family members and friends were the most trusted

sources of information. Men seemed to have

better access to other sources of information, such

Table 18: Sources of Information on the Provider

Source of information Men reporting Women reporting Total abortion
on wives’ abortion on their own  episodes

(N=21)  abortion (N=24) (N=45)

n % n % n %

Spouse 1 6 7 15.6

Other family members/friends 14 14 28 62.2

Local providers (e.g., RMP) 4 0 4 8.9

Health worker/dai 1 4 5 11.1

Other villagers 1 0 1 2.2

as local providers in the village or other villagers.

All but two of the respondents (both men) said

that pregnancy termination was sought within the

first 12 weeks of pregnancy.

Not all respondents were able to specify the

method by which the abortion was done and not

surprisingly more women than men were able to

answer this question. Most reported having had a

surgical abortion (though whether it was D&C or

vacuum aspiration was unclear), most commonly

under general anesthesia. Five respondents

mentioned abortion with tablets. One woman said

only a single tablet provided by the doctor was

taken; the four other respondents spoke of taking

two different types of tablets on the first

and third day so it is likely they were talking of

mifepristone-misoprostol abortion. One woman

was able to name the tablet as MTPill (brand name

of locally available mifepristone). In all these four

instances, the doctor prescribed the pills which

were then obtained from the chemist.
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The average cost of an abortion as mentioned

by women was Rs. 1,112.1 or USD 24.27

(Range: USD 0-54) and as mentioned by men,

Rs. 1,273.7 or USD 27.7 (Range: USD 8-65.2).

The cost estimates included money spent on

transport, medicines that had to be purchased as

well as the provider fees. Though numbers are very

small, the data does indicate that costs were higher

when private providers were involved (mean cost

Rs. 1,480.77 or USD 32.2), as compared to

having an abortion in a public hospital

(mean cost Rs. 981.13 or USD 21.3).

Just over half of the respondents said

contraceptive counseling was given.

Over one in five respondents felt that

contraceptive use was made a precondition

for obtaining services.

Among those who used contraception

following the abortion, the most common

contraceptive method used was the oral pill

(13/31), followed by the condom (11/31)

and then female sterilization (6/31).

Table 19: Method Used for Abortion

Abortion method Men reporting Women reporting Total abortion
on wives’ abortion on their own  episodes

(N=21)  abortion (N=24) (N=45)

n % n % n %

Surgical procedure with 6 9 15 33.3

general anesthesia

Surgical procedure without 1 4 5 11.1

general anesthesia

Tablets 2 3 5 11.1

Other (injections, medicines in – 4 4 8.9

vagina, oil massage)

Unable to specify 12 4 16 35.5

7 
Assuming 1 US dollar=Rs. 46
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Complaints and Problems
After the Abortion

All respondents (regardless of whether they had

self-induced or visited a provider to have the

abortion) were asked if they had any complaints

after the procedure. As seen in Figure 7, 16 of the

24 men (67%) reported that their wives had post-

abortion problems and 11 (46%) said the symptoms

were severe enough to seek treatment.

Table 20: Post-abortion Contraception

Post-abortion Men reporting Women reporting Total abortion
contraception on wives’ abortion on their own  episodes
acceptance (N=21)  abortion (N=24) (N=45)

n % n % n %

Counseled on post- 13 10 23 51.1
abortion contraception

Contraception acceptance was 6 4 10 22.2
precondition for services

Accepted post-abortion contraception 15 16 31 68.9

Only 11 of the 29 women (38%) reported

having a problem and five (17%) women

reported having taken treatment. Two men

reported that their wives needed

hospitalization. Of the two hospitalized

women, one received a blood transfusion for

excessive bleeding. The husband reported that

she had had a medical abortion at the

district hospital.

Figure 7: Proportion of Respondents (N= 24 men and 29 women)
Reporting Post-abortion Complications, Seeking Treatment, and
Needing Hospitalization
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Complaints varied from the most commonly

reported one of backache to immediate heavy

bleeding, cramps, and high grade fever. It was

not possible to separate out actual complications

from expected side effects or possible

unrelated symptoms.

Table 21: Nature of Post-abortion Complaints Reported

Men reporting Women reporting Total post-
on wives’ post-abortion on their own abortion

complications (N=16)  post-abortion complication
complications (N=11) episodes (N=27)

n % n % n %*

Heavy bleeding 6 3 9 17.0

Persistent bleeding 2 1 3 5.7

Foul smelling discharge – 2 2 3.8

High grade fever 5 7 12 22.6

Backache 11 10 21 39.6

Abdominal pain 8 9 17 32.1

Nausea/vomiting 1 3 4 7.5

Weakness/fainting 6 5 11 2.1

Irregular menstruation 1 1 2 3.8

* Multiple responses allowed.

Problems were reported in six of the 11 cases

where self abortion was attempted; reported

problems included heavy bleeding, foul smelling

discharge, high grade fever, and nausea and

vomiting. Problems were severe enough for

treatment to be taken in two instances.
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Listing using key informants was done in

247 of the 253 villages (six villages had to be

omitted due to local unrelated violence and

concerns for safety of data collectors) and in

10 urban blocks/clusters from the two towns

within the study area.

Findings: Intermediaries

The implementation of the Sahiya (ASHA) scheme, a new cadre
of village level worker introduced under the National Rural Health
Mission, was just getting under way in the study area at the time
of the survey. Despite this they were mentioned as potential
information sources by 15% of the respondents.

Table 22: Profile of 1,235 Key Informants Interviewed

Characteristic Total (N=1,235)

n %

Roles/Position

Elected local self-government council member 305 24.7

School teacher 25 2.0

Local health worker* 346 28.0

Knowledgeable village woman 559 45.3

Sex

Male 353 28.6

Female 793 64.2

Age

20-29 years 432 35.0

30-39 years 408 33.0

40-49 years 235 19.0

>50 years 160 13.0

* Includes dai, AWW, rural medical practitioners.

A total of 1,235 key informants were interviewed

(approximately five informants per village).

As seen in Table 22, respondents included

knowledgeable village women, local health

workers as well as members of local

self-government (Panchayat).
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During the listing exercise, a total of 4,068 names

were mentioned as possibly serving an

intermediary role. These 4,068 responses do not

represent unique individuals, as the same name

was often mentioned by multiple respondents

within the village.

All listed individuals were classified into categories

based on their occupational roles. Since the

primary purpose of the exercise was to help us

choose which type of intermediary category would

be the most useful to work with, we looked at how

many key respondents mentioned that category of

intermediary in their listing. As seen in Figure 8,

the Auxiliary Nurse Midwife (ANM) was the most

frequently mentioned intermediary, followed by the

Anganwadi Worker (AWW). The birth attendant or

dai was mentioned by 45% of the respondents.

The implementation of the Sahiya (ASHA) scheme,

a new cadre of village level worker introduced

under the National Rural Health Mission, was just

getting under way in the study area at the time

of the survey. Despite this, they were mentioned

as potential information sources by 15% of

the respondents. Just over half of all informants

listed doctors as intermediaries; this may reflect the

fact that boundaries between information sources

and service providers are not always distinct. Also

not all doctors actually provide abortion services.

Figure 8: Frequency with which Categories of Intermediaries
were Named by Respondents
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In order to see whether these categories of

intermediaries were popular only in certain parts

of the study area, we also looked at the number of

villages where the category of intermediary was

mentioned. As mentioned in Table 23, almost all

villages (96%) mentioned either ANM or AWW as

the potential source of information while the

name of a TBA/dai has been reported at

71% (176 of 247) villages. Nearly half all

respondents (48%) felt that the dai was

easily approachable, 45% of respondents felt

the same about the AWWs. Only 37% of

respondents felt the ANM was easily available

and approachable.

Table 23: Proportion of Villages Where Intermediary Category was
Mentioned by at Least One Respondent

 Intermediary Total (247 villages)

n %

ANM 206 83.1

AWW 203 81.9

TBA/dai 176 71.0

RMP/chemist 147 59.7

Either ANM or AWW 238 96.0
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The six FGDs were completed with the

intention of supplementing the information

about who women consult when faced

with an unwanted pregnancy and their

care-seeking pathways.

Profile of Area and People

From the FGD discussions, it was clear that

the study area was predominantly an

agricultural community with seasonal rice

cultivation being the main occupation. Some

women had additional occupations as daily

wage labor in nearby brickfields.

Most families were poor and only two of the

villages where we did the FGD had electricity,

but with frequent power outages and erratic

supply. However, women did manage to watch

television as a few houses invariably owned

battery-operated TV sets and people gathered

around these homes to watch programs.

In three of the FGDs, women talked of

having seen television messages relating to

delaying the age of marriage and spacing

of children.

Age at Marriage and
Use of Contraception

Early marriages were common but in several

groups women indicated that things were

changing. One woman proudly said that she did

not get married until she was 22 and another

indicated that “we don’t hear of that [child

marriage] so much anymore.”

Awareness about the need to maintain a reasonable

interval between children (three years) was

acknowledged, but use of contraception was not

popular. As one woman during an FGD in Silli

expressed it, “We understand all that, but the

husbands do not.” Apart from needing to get their

husbands’ permission, women expressed

constraints in terms of access to contraception.

One woman in Khunti said, “It is not such that we

don’t know. But we do not get such medicines

over here.”

It appeared that son preference was not

commonplace. Especially in the tribal groups it

was mentioned that, “If they have a son then they

(husband) would urge for a daughter and if they

have a daughter they would urge for a son.”

Findings: Information from FGDs

While all groups acknowledged that unwanted pregnancies do
occur, there was considerable hesitation in talking about options
even when a vignette using a puppet was used to depersonalize
the discussion.
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Recognizing a Pregnancy

Women recognize pregnancy when their monthly

periods stop; they usually rely on the signs of early

pregnancy (nausea and dizziness) and gradually

increasing abdomen size to confirm pregnancy but

the use of pregnancy testing kits also appeared to

be gaining popularity. If the periods are delayed by

over one month, women often consult the AWW,

ANM or doctor to get these tests and often go as

far as the block headquarters in order to obtain the

pregnancy testing kits.

Dealing with an
Unwanted Pregnancy

While all groups acknowledged that unwanted

pregnancies do occur, there was considerable

hesitation in talking about options even when a

vignette using a puppet was used to depersonalize

the discussion. Over the course of the discussion

though, women did admit that it is “not the best

option but necessary sometimes” or that “it is quite

common practice here.”

How Decisions are Made

Across groups it was clear that for a married

woman, the first person to talk to in case of an

unwanted pregnancy is her husband. In one group

discussion in Khunti, when the women were

explained the vignette and asked what the puppet

character could do about her unwanted pregnancy,

the response was, “We can’t say until we know

what her husband will like.” A decision to abort

cannot be made without the husband’s

concurrence and if he wants to keep the

pregnancy, generally it is kept. Family elders are

generally opposed to abortion and often try to

persuade the couple to keep the child, so most

often the parents-in-law are not consulted.

Sometimes though, when the husband’s opinion is

different from the wife’s, she may consult her elder

brother-in-law’s wife or ask her mother-in-law

for advice.

Shame and stigma were also mentioned as common

reactions from the community, even when the

woman had the approval of her husband to abort.

While people accepted that an unmarried girl

needed to have an abortion, when the woman was

married the attitude often implied was “you have a

husband so why don’t you want to keep it [the

pregnancy]” or that she was doing something

sinful. Stigma did affect the sources of information

women consulted or the places from which they

sought care.

Information Sources

Going to a doctor outside of the immediate village

area requires the husband’s permission. On the

other hand, a dai or an ANM, if she resides within

the village, is often accessible to women as they go

about their daily routine and can be consulted

without having to have specific permission from the

husband. Thus both the dai and ANM were seen as

important first line sources of information. This is

the same reason that in some FGDs women also

spoke of talking to “experienced” older village

women in the neighborhood and any “literate”

person, male or female. Women also sought

information from other women friends (usually

from neighboring houses).

Many women rely on their husbands to decide the

next course of action, and he becomes the source

through which information is obtained. Men, in

turn, usually obtain information from friends or a

learned villager. They may also seek financial help
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(a loan) from another villager and may confide the

reason for the loan and seek advice from that

person. Men also sometimes consult health

workers, a private practitioner or a chemist.

Though a few people (like the literate person in

the village or a friend) were seen as pure

information sources, there was by and large no

clear distinction between sources of information

and sources of services. There was often an

expectation that, along with information, the

person consulted would be able to provide a

solution for their problem.

Providers of Services

For men, visiting the chemist to ask for

information and to procure tablets appeared to be

commonplace and was mentioned in four of the

groups. Men often preferred going to the chemist

rather than a local doctor as the chemist did not

ask too many questions and was willing to give

tablets to them even if the woman was not present,

a risk that many of the local doctors were not

willing to take. Women did not go to the chemist

unless their husbands were unable to do so.

For women, the dai is often seen as both a first

information source and also as a provider of

services if the pregnancy is early enough (less than

two months). In several of the groups, women

expressed awareness that methods used by the dai

can be dangerous and even death may result, but

felt that women take the risk as the services are

inexpensive: the dai takes payment in kind (a

saree or bags of rice) and can do the abortion in

relative privacy which is important when

confidentiality is needed. In two of the groups,

however (both in the larger villages near the

highway), it was mentioned that the use of the dai

for having an abortion is gradually decreasing,

though she continues to remain popular as a

birth attendant.

When women seek care from doctors, a preference

for private providers is marked for those who can

afford it. As a woman in Silli said, “Those who are

poor they have to go to the government hospitals.

They have no choice.” However, government

hospitals were recognized as the appropriate

places to go when complications occur (for

example, from an abortion by a dai) and as one

woman expressed it “in that case to save their life

they have to go there (government hospital).”

Cost and confidentiality concerns were primary.

In some cases an unwanted pregnancy is carried to

term because the couple is too poor to afford the

costs related to termination. As was expressed in

one FGD, “It is more expensive to abort the child

in the hospital than to deliver the baby here

at home.”

Methods Used

The dai commonly uses hot oil massage of the

stomach and may also use some Ayurvedic

medicines. Women felt that these methods work in

early pregnancy but were aware that they are

painful and that there is also a danger of the

abortion being incomplete and causing weakness,

bleeding, and fever.
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Women sometimes took oral contraceptives as a

first response to an unwanted pregnancy. Abortion

using tablets was mentioned frequently but no

specific names were mentioned in any of the

FGDs. Chemists were the common source of

tablets as these were generally cheaper than those

provided by local RMPs. Tablets were also thought

to be an option only for abortion in early

pregnancy. In two of the groups, women expressed

that they feared the abortion process would

remain incomplete when tablets were used.

ANMs in particular were mentioned as using

injections in addition to using oral tablets to

induce an abortion.

A surgical process or dhulai (washing) was seen to

take place at hospitals and was mentioned as a last

resort option and one to be sought if pregnancy

was more advanced or simpler remedies failed.

With this too, women mentioned instances of the

process not being done properly, parts of the

products of conception being left inside and the

abdomen becoming infected, and even of the

woman dying from the procedure.

Information Needs

In all six groups participants were well aware of

the risks and dangers associated with an unsafe

abortion and knew of women from their

communities who had faced severe complications

due to an unsafe abortion. In all of the six groups,

the respondents mentioned that they would like

more information on preventing and managing

unwanted pregnancies and would welcome the

opprtunity of having people within their village

itself who could give them accurate information

and guidance.
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The baseline reiterated that the problem of unsafe

abortion is recognized as an important one in the

selected community. That complications and death

can result from an unsafe abortion seems to be well

known and women were eager to find safer options.

However, awareness of the legality of abortion, or

conditions under which it can be provided, was low

among both men and women as was awareness

about where safe services could be obtained.

Abortion services were expensive and not easily

available. Those who could afford it utilized private

doctors in nearby towns; others resorted to cheaper

but less safe options like the birth attendant (dai).

Self-induction with tablets, local herbs or using

massage was a common first response to an

unwanted pregnancy. Stigma toward abortion exists

and influenced care-seeking options for many

women. On a positive note, women are increasingly

using pregnancy tests, and recognition of pregnancy

and decisionmaking in cases of unwanted

pregnancy is more commonly happening earlier

in pregnancy.

Poverty, lack of electricity, and low literacy meant

that mass media influence was limited in the area,

though both radio and TV did have some reach.

Women relied on neighbors, other village women

and men for information. Women had some degree

of mobility within the village and attended

community meetings and local gatherings. Only a

few women had heard messages relating to safe

abortion services and when they had it was usually

through the local ANM or dai. All of these were clear

indicators that communications within this

community will be most effective when

interpersonal communication (IPC) techniques

using low-literacy teaching aides and local media

like street theater are used.

Husbands remained the primary source of

information for women when faced with an

unwanted pregnancy. Men in turn relied on friends,

RMPs, and chemists. Women also consulted

neighboring women, the dai or the ANM if she

resided locally. Women’s sources of information and

advice were limited to people they met daily, as

traveling outside of their neighborhood was not

possible without explicit permission from their

husbands. Table 24 triangulates the data on

intermediaries as obtained from the survey, the key

informants, and the FGDs.

Discussion/Lessons Learned
Communications within this community will be most effective
when interpersonal communication (IPC) techniques using
low-literacy teaching aides and local media like street
theater are used.
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As is seen both from the FGDs and the survey, there

is no clear distinction between information givers

and service providers, and intermediaries seemed

to play both roles especially in early pregnancy.

Roles were more distinct when pregnancy was

advanced as village level remedies were thought to

be ineffective beyond the first few months.

The AWW seemed to be the only potential

intermediary that women consulted purely for

information and who played no role in providing

services for abortion. Given the project’s interest

in seeing the effectiveness of such information

sources, we decided to select the AWW and ASHA

for our intervention efforts. In addition, despite

the challenges presented by the fact that both

ANMs and dais often function as illegal abortion

service providers, it was clear that bypassing them

was not an option as they remain the

intermediaries with whom most women interact.

Table 24: Potential Intermediaries as Mentioned by Key Informants,
Survey Respondents, and FGD Participants

Potential

intermediary

ANM

AWW

Dai

RMP/chemist

ASHA (Sahiya)

% of villages where

person was

mentioned as an

information source

83.1

81.9

71.0

59.7

% of key

informants

mentioning

intermediary as

source of

information

62

54

45

38

15

Role mentioned in FGD

Consulted for advice if

they live in the village.

Some provide services

Mentioned only once as

source of information on

pregnancy testing

First line sources of

information; many provide

abortions for pregnancies

<2 months

Mentioned in two groups

as information sources

men consult

Not mentioned

% of respondents

who reported

going to

intermediary for

abortion services*

8.9%

–

24.4

11.1

–

* Among the 45 respondents who sought care from a provider for terminating a pregnancy in the three years preceding the survey.
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Thus these two cadres of intermediaries were also

selected for subsequent intervention efforts.

The new category of intermediaries, ASHA (Sahiya),

was also chosen after assessing their future

potential. Despite being a new cadre of worker

and not familiar to many in the community, a

number of key informants had begun to identify

them as potential intermediaries and it is expected

that, given their role, they will over time become

familiar sources of information to women. Like the

AWWs they too are less likely to be directly

involved with actual illegal service provision.

While chemists and RMPs were also relatively

important sources of information, their contact

with women was usually indirect (through

husbands) and given the program focus on

reaching women directly, we decided not to focus

our intervention efforts on these two groups

of intermediaries.

Specific awareness of abortion methods was poor;

overall there did seem to be awareness of abortion

with tablets (with more than 10% of women being

able to recognize it as a method). ‘Medical

abortion’ as understood by the community meant a

range of options—from mifepristone and

misoprostol medical abortion to the use of a

variety of other pills including Ayurvedic

medicines. Thus increasing awareness and correct

use of ‘medical abortion’ requires locating

communication efforts within this reality of

multiple commonly used oral abortifacients.

Overall, the key lessons established by the baseline

were subsequently incorporated into our pilot

intervention strategies.

The Ethical Review Committee members

voluntarily reviewed the study design,

implementation protocol, and research tools prior

to the launch of the study.
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